Abstract
On-site provision of health services has been shown to improve clients' access to these services. Umbricht-Schneiter, Ginn, Pabst, et al. H randomly assigned methadone clients to receive medical care through an on-site program or through a referral agreement with a local clinic. Despite efforts to make the referral as effective as possible, only 35% of the referral group received medical care, compared to 92% of the on-site group. Substance abuse treatment clients have difficulty keeping referral appointments outside of the treatment unit for many reasons including disorganized lifestyles, prior negative interactions with the mainstream health system, lack of insurance, transportation and other access problems, and rules about the number of required therapy hours. On-site location of services ("one-stop shopping") effectively overcomes these barriers 12' 13 and is recommended for clients in treatment. ~4' 15 Nonetheless, provision of comprehensive services to drug abuse treatment clients declined in the early 1990s. 2"3" 16 Because outside referral for health services has limited effectiveness, H it is important for behavioral health care policymakers and administrators to understand the extent to which American drug treatment units provide on-site health services and the organizational conditions under which more integrated arrangements develop. Given diverse organizational goals, resource constraints, external regulations, and multiple client needs, what organizational influences determine the extent to which a unit produces on-site primary care and mental health services for its clients? Such understanding could inform the development of future initiatives and systems of care to improve addicted clients' reliable access to comprehensive health services.
This article assumes that the values and environment of drug abuse treatment units determine their structure and operations including delivery of integrated health services.~7'~8 Because the influences of such services on on-site delivery are necessarily complex, this article applies ideas drawn from diverse perspectives in organizational theory to describe how organizational goals, resources, mandates, and client contingencies affect service integration and innovation. The relationship between organizational characteristics and the degree of on-site provision of primary care and mental health services is examined using data from a nationally representative sample of outpatient substance abuse treatment units in 1995.
Organizational Goals
Despite their empirical relationship to improved treatment outcomes, primary care and mental health services vary in their centrality to the core function of these organizations--rehabilitation of drug-abusing clients. Whether a unit values holistic improvement of addicted clients' health is, in part, a reflection of its other conflicting or consonant values, the people within the organization, and its environment. 19 To the extent that a particular substance abuse treatment unit values the amelioration of its clients' physical and behavioral problems as among its most important goals, it will expend resources to ensure reliable delivery of these health services to a greater degree. For example, units in which physical health is an important goal for treatment should go to greater lengths to provide medical services than should units in which physical health is less important. Explanation of the extent to which a drug abuse treatment organization addresses the physical and mental health of its clients must account for institutional factors related to its goals.
The goals of a drug abuse treatment unit often reflect those of a parent organization. Although units owned and operated on a for-profit basis have diverse priorities, profit seeking is a goal that separates such organizations from public or not-for-profit entities. 2° To the extent that provision of health services is costly and could lessen investors' return, 21 for-profit units might place a weaker priority on such services than would public or not-for-profit units. In addition, public or not-for-profit units might have a stronger public health orientation. Units owned by for-profit entities, therefore, might circumscribe their priorities to a greater extent than would publicly owned units. Such narrowing of objectives might exclude improvement of clients' physical and mental health from the purview of for-profit units. Conversely, affiliation with a hospital or mental health center might broaden organizational priorities beyond drug abuse rehabilitation to be more consonant with the mission and expertise of the parent organization. Such affiliations might cause units to provide on-site medical and mental health services to a greater degree.
Staff mix also may affect organizational priorities. Although recovering counselors have duties and expectations similar to those of degreed professional counselors, 22' 23 units with a greater proportion of recovering staff might give amelioration of medical and mental health problems less priority than would units with more professional staffY ' 25 In addition to differences in organizational goals, units that rely more on recovering staff might be less able to provide on-site mental health and medical services. 16 Such units might incorporate ancillary health services into internal programming to a lesser extent.
Finally, a strong quality orientation, such as that seen in units certified by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), also may influence provision of on-site services) TM To the extent that overall quality of health care is an important priority, a drug abuse treatment unit might provide more clients with reliable, integrated health services.
Resources
Regardless of a treatment unit's priorities, uncertainty in its resource environment may cause procurement of resources essential to the survival of its core function, drug rehabilitation, to supersede any emphasis on comprehensiveness) 7 Drug abuse treatment organizations are relatively weak actors in their local environments and are highly dependent on external sources for funding, clients, and legitimacy) 8 These units are acutely aware of their liabilities and of external threats to their survival. Therefore, units with lower total revenues, younger age, and smaller size will be more insecure about their survival and will provide fewer on-site health services. For example, programs subject to the liabilities of"newness" and "smallness, ''29'3° or those faced with external threats such as greater competition for referrals and government funding, might be unlikely to develop asset-inflexible onsite health programs.13 Conversely, larger units and those with greater revenues might be more likely to institute innovative comprehensive service programs because they face less uncertainty about 31 their survival and have greater "slack" resources.
Availability of resources specific to direct provision of the ancillary health service, such as the local density of primary care physicians and psychiatrists, also will affect a unit's propensity to directly provide on-site health services. For units in communities with an abundance of physicians, the greater availability and lower cost of part-or full-time physician staff might make on-site programming more feasible. Units located in communities with many hospitals might be able to make referral linkages more easily and at less cost than would units in communities with fewer hospitals. Units in such communities might develop on-site health programs to a lesser degree.
Mandates
Mandates to reliably provide health services often will force a unit to deliver primary care and mental health services directly to obtain legitimacy and funding from important entities in its environment. Many states, for example, mandate delivery of physical examinations and tuberculosis screening to methadone clients as requirements of liccnsure. 32 Funding specific to HIV-infccted clients also may require that these clients receive appropriate health and social services. Units might comply with these mandates because they form a legal and financial foundation for the organizations' existence. 33
Client Characteristics
Finally, a drug abuse treatment unit might provide more on-site health services in response to clients' greater health problems and service needs. Thus, clients' health needs represent task contingencies to which units adapt their product lines) 7 Therefore, these analyses examine client characteristics possibly indicative of greater need for health services within the population served by the 82 
Methods

Sample
This study uses cross-sectional data from the 1995 wave of the National Drug Abuse Treatment System Survey (DATSS), a panel study of America's outpatient drug abuse treatment units. 34 An eligible outpatient drug abuse treatment unit was defined as a physical facility with more than half of its resources dedicated to nonresidential treatment of drug abuse problems. Veterans Administration and correctional facility programs were excluded.
From the 1988 and 1990 waves of the DATSS, 429 programs remained eligible; interviews were obtained in 376 (88%). In addition to programs recontacted from the earlier waves, the sample was supplemented to provide unbiased representation of the treatment unit population in 1995. The sampiing frame for the cross-sectional sample was a subset of the 1994-1995 National Frame of Substance Abuse Treatment Programs (NFSATP), the most complete listing available of the nation's drug abuse treatment units, a total of 32,927 unduplicated programs. The NFSATP is the integration of the Substance Abuse and Mental Health Administration's National Facilities Register database (13,745 listings), the frame for the 1992 National Drug and Alcoholism Treatment Unit Survey (11,105 programs), the 1994 American Hospital Association Survey (5,057 listings), the 1994 Food and Drug Administration List of Licensed Methadone Programs (404 outpatient programs), and the Business Database from Survey Sampling Inc. (2,616 programs). 35 As in previous waves of the DATSS, the sample frame was stratified by treatment modality (methadone or drug free), ownership (private for-profit, private not-for-profit, or public) and affiliation (hospital, mental health center, or freestanding). For the 1995 supplementation, the frame was stratified on these factors to ensure adequate numbers of private, nonhospital, nonmethadone units. A random sample of 972 programs was screened by telephone; only 270 were eligible, and 231 (86%) agreed to be interviewed. All told, a nationally representative, stratified sample of 699 units was contacted in 1995, and 618 (88%) participated. The current analysis examines the 597 units with data regarding the provision of primary care and mental health services.*
Data Collection
Each unit's administrative director and clinical supervisor completed telephone interviews. Directors provided information about the unit's ownership, affiliations, environment, finances, and managed care arrangements. Supervisors provided information about clients, staff, services provided, and the mechanism used to provide service. All information was collected for the programs' most recent complete fiscal years, except where noted.
The study team at the University of Michigan's Institute for Social Research (ISR) employed sev-36 eral procedures to ensure high-quality, valid, reliable telephone survey data. In preparation for the study, the study team performed case studies to inform survey development, pretested the survey twice with national random samples of more than 40 respondents, extensively trained the experienced ISR telephone interviewers about the details of this study, and mailed each unit director a cover letter explaining the study. During data collection, the investigators guaranteed confidentiality and feedback reports to respondents, conducted live checks on the interviewers, and used frequent *In the multivariate analyses of on-site primary care and mental health service provision, listwise deletion of missing values reduced the sample size from 597 possible cases to 501 cases. Service availability and on-site provision in the deleted cases were compared using chi-square and independent sample t tests, respectively. There were no significant differences in the availability or provision of these services between the deleted cases and those included in the analyses.
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probes and follow-up questions. At the completion of data collection, the investigators conducted extensive checks for consistency in responses within and between each section of the survey as well as between the different waves of the survey. These checks indicated high levels of consistency. To further verify the validity of the unit-level data collection methods used in the DATSS, the investigators compared the 1990 DATSS data to discharge record abstracts from the 1990 Drug Services Research Study (DSRS 
Dependent Variables
Dependent variables reflected the degree to which a drug abuse treatment unit provided on-site medical and mental health services to its clients. For each of five service categories (physical examinations, routine medical care, tuberculosis screening, treatment for acute HIV/AIDS conditions, and treatment for mental health problems), clinical supervisors were asked whether the particular service was available to clients either directly from the unit staff or through arrangements with other providers. These yes/no responses are the dependent variables for the first-stage models.
For each available service category, the clinical supervisor next indicated the percentage of services provided by an outside source. By subtracting this response from 100%, the second-stage dependent variables were created--percentage of services provided by an inside or on-site source. Thus, this article treats the terms inside and on-site as synonymous. On-site refers to the location of the services (inside) and not the employment status (full-time, part-time, or consultant) of the staff members providing them. However, analyses not shown demonstrated strong associations between the unit's staffing of professionals qualified to deliver these services (e.g., physicians, nurses) and their on-site delivery (e.g., routine medical care).
Independent Variables
The analyses model the relationship between organizational factors and on-site provision of physical examinations, routine medical care, tuberculosis screening, treatment for acute HIV/AIDS conditions, and treatment for mental health problems. Table 1 displays the definitions, source information, and weighted descriptive statistics for these variables. Extensive checks revealed no multicollinearity between candidate variables.
Statistical Methods
The unit of analysis was the treatment unit. For all analyses, sample weights compensated for the stratified sampling design. 35 To examine the effect of the organizational factors on the degree of on--site service provision, separate model estimates and significance tests were generated for each service (five separate models) using a two-part estimation procedure to correct for sample selection bias. 38 Because information about on-site service provision is available only for those units in which the service is available, selection bias might result if systematic differences between units that do and do not offer ancillary health services were significantly associated with factors correlated with the degree of on-site care. For example, if unit age were associated with both the availability of routine medical care in the unit and the degree to which the unit provides on-site routine medical care, then specification error would bias any single-stage estimation only in those units for which there was information on on-site care. Therefore, the analyses employed two-stage models that first performed 84 probit regression in the full sample to estimate the likelihood of the service being available in the unit. This analysis generated a selection bias parameter (lambda) that summarized information about the factors that influenced service availability (yes/no) and, consequently, observation of the dependent variable in the second stage. 39 The selection parameter was then included in a secondstage generalized linear model of the logit of the proportion of clients who received the service onsite (conditional on having observed the dependent variable), with variances adjusted for overdispersionY 42 All significance tests were two-tailed.
Results
Using sampling weights to extrapolate from the 597 units in the sample, 16% of outpatient addiction treatment units in the United States were private for-profit organizations, 52% were not-forprofit, and 32% were publicly owned in 1995 (Table 1 ). In addition, 16% of the units were affiliated with hospitals, 23% were affiliated with mental health centers, and 61% were freestanding or otherwise affiliated. These programs served a mean (_+ standard deviation) of 537 _+ 733 clients in the 1994 fiscal year and were in operation 13 -+ 9 years. Methadone was available in 14% of the units, and 22% were JCAHO accredited.
Nationwide, primary care and mental health services were available in the majority of drug abuse treatment units through either referral or on-site programming (Table 2) . On-site health services were available in less than half of the units nationwide. For example, on-site physical examinations were available in 48% of the 479 units with the service available or 38% of units overall. Similarly, 24% of units nationwide delivered on-site routine medical care, 25% delivered on-site tuberculosis screening, 6% delivered acute HIV/AIDS treatment, and 56% delivered on-site mental health services. In units where primary care or mental health services were available at all, fewer than onethird of services were delivered on-site ( Table 2) .
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Availability of Services
The first-stage analysis modeled the availability of primary care and mental health services in the units either on-site or through an arrangement with outside providers. In general, units that had primary care services available had public rather than private ownership, hospital or freestanding affiliation rather than affiliation with mental health centers, greater total revenue, smaller unit size, methadone programs, and more unemployed clients (Table 3) . HIV treatment was more available in units with less competition for referrals, more competition for government funding, methadone treatment modalities, and more HIV-infected clients. Mental health services were available either on-site or by referral in units with public ownership, greater total revenue, fewer psychiatrists in the local community, nonmethadone treatment modalities, more dual-diagnosis clients, and older clienteles.
On-Site Provision of Services
The second stage of the model examined the degree of on-site provision of primary care and mental health services (Table 4) . For-profit ownership, hospital affiliation, and reporting that physical health was a goal of treatment did not influence on-site delivery of any health service. Overall, units that provided more on-site primary health care services lacked mental health center affiliations, were JCAHO certified, reported less competition for government funding, and had methadone treatment available. Fewer on-site HIV treatment services were provided in private not-for-profit units, units with smaller total revenues, and units that served more dually diagnosed clients. Mental health care was delivered on-site to a greater degree in units with mental health center affiliations, fewer recovering staff, greater total revenues, and more years in operation as well as in units that served greater percentages of dually diagnosed, employed, and female clients. e. For the four left-hand primary care services, hospital signifies general medical hospital. For the mental health analysis, hospital refers to psychiatric hospital. *p < .10, **p < .05, ***p < .01.
Discussion
Organizational goals exerted a modest influence on the degree to which drug abuse treatment units provided on-site primary care and mental health services. These services were less available in private for-profit and not-for-profit units than in public units in the first-stage models, but ownership status exerted little effect on the degree of on-site provision in the second-stage models. 43 Units affiliated with mental health centers provided on-site mental health services to a greater degree but provided on-site routine medical care to a lesser degree. This finding suggests that units often provide on-site services in accordance with the organizational priorities and expertise of their affiliates and that it might be unrealistic to expect units to develop integrated programs in multiple areas requiring diverse expertise and staffing.
Regarding staffing, the results affirm the findings of other studies that mental health services are delivered less reliably in programs with more recovering staff. 24' 25 None of the resource variables modified this effect, suggesting that greater fiscal constraints in units with more recovering staff did not explain this result. A greater proportion of recovering staff might mean that such programs lack the professional expertise to provide mental health services internally. 16' 44 Alternatively, it might indicate that the predominant organizational ideology views the mental health paradigm as incongruous with addiction treatment. 45 The assertion of physical health as an important treatment goal had surprisingly little relationship to either service availability or on-site provision of primary care, but the small number of units whose supervisors did not strongly agree with this assertion limited discriminatory power. However, a commitment to high-quality care, as manifested by JCAHO accreditation, was associated with greater provision of on-site ancillary health services. 13 ' 26 This finding suggests that an increased emphasis on quality across the substance abuse treatment system might increase the reliable provision of primary care and mental health services as well.
The results showed surprisingly little effect of resources on the degree of on-site health service provision. Units with greater total revenues delivered more on-site HIV treatment and mental health services but not more on-site physical examinations, routine medical care, or tuberculosis screening. Unit age and size, other manifestations of unit stability and slack resources ,46 also showed only minimal effects.
With regard to mandates, methadone availability augmented on-site provision of most primary care services, 47 while receipt of HIV-specific grants showed no effects. Federal and state mandates about the provision of health services to methadone clients, 15' 32 perhaps in combination with the implicit acceptance of neurobiological models of addiction within methadone units, might have facilitated methadone providers' acceptance of on-site biomedical services.
These analyses have at least three important limitations. First, this cross-sectional study cannot determine the causal direction between the organizational factors and provision of on-site services. Second, clinical supervisors were not given explicit definitions for each of the service categories. Ill-defined boundaries between service categories (e.g., tuberculosis screening and routine medical care) and across drug abuse treatment services (e.g., drug abuse counseling and mental health treatment) might have spuriously increased supervisors' estimates of the percentages of services delivered on-site. Third, only unit-level reports of the proportions of on-site services were available. Although it is unknown whether clinical supervisors' reports about such matters are accurate, they probably reflect the strength of the units' efforts to provide on-site services.
Implications for Behavioral Health Services Delivery
Although fully integrated primary care, mental health, and substance abuse treatment reliably brings critical services to the drug abuse treatment population, on-site primary care services are available in less than 40% of drug abuse treatment units, and less than 60% of programs provide onsite mental health services. Gathering under one roof the diverse expertise and staff that are neces- sary to provide fully integrated primary medical and mental health care, not to mention other important ancillary services, presents a great challenge to most such units. Despite the reliability of on-site care as a delivery mechanism, tt one-stop shopping in drug abuse treatment units might be an unattainable ideal. Improvement of referral linkages, including better communication between treatment programs and health care providers, might be a more feasible alternative. ~2't3 In this regard, a consistent emphasis on quality improvement across the drug abuse treatment system might prove more effective at promoting drug treatment clients' access to health care than would intermittent initiatives advocating provision of individual health services.
